involved in computer work. Skill and control for some is accompanied by work fragmentation for others. Occupations and professions thus are not independent entities but form part of complex processes within work domains. In fact, in the area of the professions and occupations there is now theonzation of the 'system of professions.' 9 The 'rise and fall' of any one occupation does not necessarily reveal more general tendencies in the division of labour of which such an occupation is a part
In the health care division of labour or 'system of professions' major characteristics of that system are its increasing complexity (in terms of the numbers and types of occupations) and the dominance of this division of labour by one particular occupation, for example, medicine (medical dominance). As originally conceived by Freidson, 10 medical dominance consists of the control by the medical profession over the content of care, over clients, over other health occupations in the health division of labour, and over the context within which care is given, that is, over health policy generally. The notion of medical dominance, however, does not mean that medicine was the 'ultimate' source of power in the health field. All observers, while acknowledging medical control, view this power as dependent (to a greater or lesser extent) on the social context of health and health care, that is, medical dominance is contingent power. While some observers emphasize medicine's relationships with the state or with a 'strategic social elite' as sources of medical power, others make the persuasive argument that such power is class dependent. For example, it has been argued that a curative, individually focused, mechanistic medicine triumphed over more socially oriented alternatives early in the 20th century because the former coincided with, or at least did not contradict, the ideology and interests of the bourgeoisie whereas the latter attacked those interests. Focusing on medical control over the health division of labour, however contingent this control is, does entail viewing the struggles of many occupations for professional status in the health field, however, as partially aimed at escaping from under the thumb of medicine. It directs attention to inter-occupational/ professional conflict" The 'system of professions' approach also implies the existence of struggles over professional jurisdictions, over exclusion of some and the inclusion of others, ranging from sub-areas within health care in which there are sub-dominant professions (for example, dentists over dental care; registered nurses over nursing work, etc.) to more general contests amongst occupations or occupational fragments, for example, chiropractors versus physiatrists versus 'Abbott, The System of Professions. physiotherapists, naturopaths versus chiropractors, optometrists versus ophthalmologists. 12 An additional complication is the obvious fact that most of the 'subordinate' occupations in the health field are predominantly female. This may be viewed historically as the development of a complex health care division of labour at a time when males were more dominant than they are now. Many female health occupations were 'born* under the control of medical men at a time when women were 'naturally' subordinate to men and when women were seen as particularly suited 'by nature' to what was viewed as the less complex tasks of caring. Various structural factors (some of which have changed, for example, the access of women to higher education and to medical training) presumably aided and still to some extent, reproduce, this declining male dominance.
11
Within particular work domains, and within specific occupations, there are contradictory tendencies. On the one hand there is a general pressure towards the intensification, routinization, and fragmentation of work, on the other hand, towards the greater control over the labour process and greater occupational autonomy or self-regulation implicit in the increased work complexity of 'professionalization. ' In this paper I want to examine the historical trajectory of three occupations in the health field examining their development in relationship to one another as well as their separate evolution keeping in mind the differing processes of professionalization, proletarianization, the rise and fall of medical dominance, and the occupational rivalries implied by such concepts as the 'system of professions.' The major themes of this historical description are that professionals are workers and are potentially subject to many of the same pressures towards proletarianization (earlier used to describe the routinization of skilled manual work) already described. Professionalization appears as one strategy for attaining or maintaining control over work. However, in struggling for control within systems of occupations and professions, occupational groups are involved in a process which reproduces, at the level of a division of labour in a particular domain, the very separation between mental and manual labour, expert and unskilled work, which is the essence of the proletarianization (or at least alienation) of work. Workers' struggles for autonomy and control involve, to some degree, reproducing the conditions for others they are fighting against themselves. Occupational identity thus appears as one barrier to more widespread class cohesion at the same time as changing relationships to the means of production, changing class relations, and changing female/male power undermine occupational solidarity.
All three of the occupations treated have a long history, but there is no space here to provide a detailed historical analysis. Rather, based on data more fully developed elsewhere, 14 1 want to illustrate the main trends of development of these related occupations. Though mainly focused on Ontario, the events described follow broad trends which are also evident in other provinces.
The term proletarianization, however, is both ambiguous and ambitious. It is necessary first to state in what sense the term proletarianization is used here. There are, at least, two directions from which proletarianization has been viewed. In the first, the term is used from a class perspective to refer to the move to wage work. In the second, the term is used in the labour process literature as associated with the concept of work alienation, meaning the routinization and fragmentation of work. In the latter view the 'ideal type' of alienation is the automobile assembly line worker. Larson has tied these traditions together by noting that, insofar as educated labour is concerned, proletarianization can be envisaged as a process involving: first, the sale of labour power or 'economic' alienation; second, the stage of forced co-operation or 'organizational' alienation; and third, the dispossession of control over the execution of work and the fragmentation of the labour process or 'technical' alienation." The professionalization of medicine and the emergence of medical dominance in North America took place between the middle of the 19th century, when medicine lacked power, wealth, and status, and the early 20th century, by which time it largely controlled the health division of labour. Two problems faced Canadian medicine in the 19th century: weeding out the irregular practitioners and the establishment of a unified, homogeneous occupation. The strength of the public, legislative, and irregular opposition to orthodox medicine is indicated by the failure of numerous attempts around mid-century to pass legislation which would establish a monopoly for "regular" medicine.
The major challenge to medicine came from the healing sects, like the homeopaths and eclectics, which spread to Canada from the United' States and gained a considerable popular following. The "irregulars" were strong partly because in the more remote areas they were often the only source of care, while the appeal of homeopathy, with its much less drastic forms of treatment than allopathy, recommended it to influential citizens. As Connor notes, there was a pluralistic medical system in 19th century Ontario. Through continuous political pressure and lobbying the regulars were finally successful in gaining a monopoly, although, in Ontario at least, both the eclectics and the homeopaths preceded orthodox medicine in becoming self-regulating. In fact the Act that finally established the College of Physicians and Surgeons of Ontario in 1869 included the eclectics and homeopaths as part of the College (orthodox medicine had gained its own college in Québec in 1847). But in Ontario the embrace of orthodox medicine proved fatal for the irregulars. The eclectics soon disappeared and few homeopaths appeared before the College to take licensing examinations (as they had to take all the examinations given to the orthodox in addition to those particular to the homeopaths).
The medical profession not only suppressed directly competitive practitioners but also, after some struggle, gained dominance over the activities of other, more peripheral, health occupations such as pharmacy and midwifery. 20 In the late 19th and early 20th centuries, in the face of medical opposition, nursing restricted its function in order to assume a recognized but subordinate place in the official division of labour. Women were viewed as naturally fitted for 'caring' activities. The analogy -doctor-father, nurse-mother, patient-child -was not far-fetched.
By the 1920s medicine was firmly in control of health care (though, as noted, a control contingent on the fit between medical ideology and interests and those of more hegemonic powers). The hospital, previously a charitable institution for the indigent, was replacing the doctor's office and the patient's home as the major locale for the treatment of middle and upper-class patients. Having subdued its own internal dissidents and having then established its authority over competing healers (with the aid of state bureaucracies largely staffed by medical men), an individualistic, curative medicine assumed control over a corps of paramedical workers such as physiotherapy, occupational therapy, and medical laboratory x-ray technology, almost all of these female workers, 'bom' under medical control in the hospital. 21 Medicine had de facto control of the new means of production of health care. Yet, even within the health sphere, medical dominance was not total and medicine always faced challenge. In the early 20th century two new rivals to medicine, chiropractic and osteopathy, moved into Canada from the United States. 25 Pressure mounted to control health care expenditures. The medical associations no longer had the unilateral power to decide their own fee schedules, but had to negotiate these with provincial governments. Eventually, in most provinces, medical review committees were set up to investigate those physicians who performed a suspiciously large number of services. In many provinces, ceilings were placed on the numbers of procedures a physician could perform. In effect, incomes were loosely capped.
The concerns of state health planners seeking to control costs moved from physicians' fees to income ceilings, to the distribution and numbers of physicians and, then, to total provincial physician costs. Barer, Evans, and Labelle conclude a study of attempts to control physician costs by noting that: "attempts to control fees lead progressively into more extensive management of medical carecontrols do beget further controls." 2 * Health insurance also brought a deluge of studies of health care, all of which had as a main or secondary issue criticism of the perceived 'excessive' role of medicine. Medicine was increasingly seen as the major barrier to a more 'rational' health care system. Across Canada, health care workers such as nurses, optometrists, chiropractors, psychologists, and physiotherapists, began to assert their rights. To enhance their own prestige and power, many of these occupations have been seeking to wriggle out from under the restrictive domination of medicine. Alford points to another group, the new "corporate rationalizers", as presenting an important challenge to the power of medicine." The imperative of these accountants, planners, administrators, and academics to coordinate and rationalize health care, conflicts with the aim of the profession to maintain control over the provision of services. In a few provinces, physicians still fill high administrative posts, but in most the vast majority of civil service positions are now occupied by laypersons with managerial rather than medical training. Even the move to train physician-administrators seems more an attempt to co-opt medical leaders than it is a move to give medicine more self-control.
An increasing number of physicians are in salaried or partly salaried work in hospitals, medical schools, and elsewhere. As well, government financing led to a demand to rationalize care to avoid duplication of beds and medical technology. Specifying what technologies could be available where intruded even on the content of care (the core of autonomy or the defining characteristic of a profession according to Freidson). Computer protocols were developed to outline the recommended treatment for particular diseases and conditions. Though doctors still are among the most autonomous of workers, the rationalization of medical work, the introduction of computers, and more intensive efforts to evaluate and formalize doctors' work is reducing physician autonomy. Health policy began to reflect an increasing scepticism about medical efficacy. Increasing costs pushed state planners to begin to emphasize prevention and health promotion as opposed to cure (though this so far has been more rhetorical than real).
One result of this loss of control by medicine has been recent doctors' strikes in British Columbia, Manitoba, Ontario, and Québec. In the most recent doctors' strike in Ontario in 1986, the Ontario Medical Association, despite the longest doctors' strike in Canada, completely failed to prevent a ban on the right to extra-bill (billing the patient more than the government plan pays). While medicine-government conflicts are often directly focused on attempts to gain higher fees, the medical profession clearly views fees as only part of a larger struggle over control of health care policy.
A major characteristic of health care is its hierarchical nature and the subordinate role of mainly female occupations. Within medicine, women have had an uphill fight in gaining access to medical training. From the first, women, excluded from medical schools (as were Jews), in desperation established their own medical schools and hospitals. Only in the past twenty years have women begun to enter medicine in large numbers. Now, although there are large inter-provincial differences, about 40 per cent of entering medical students in Canada are women. However, the 'feminization' of medicine can be interpreted both as a victory for women but also as embodying the potential further to proletarianize medicine through an increasing acceptance of routinely organized work better suited to women's life demands.
Though this description of medicine is largely one internal to developments in health care, an adequate explanation for these developments can only be understood within a transformed Canadian political economy and a changing class structure (an explanation we have attempted elsewhere). Certainly medicine early on was tied to a colonial elite and was later part of a rising petty bourgeoisie. Later, medicine was undermined by the erosion of its class base in the petite bourgeoisie, and the fact that its aims and interests no longer coincided with the corporate elites which had earlier in the century supported, or at least not opposed, the rise of a curative, individualistically focused medicine versus that of an environmentally oriented, public health one. That is, the dominance of medicine was based both on a particular class base and its congruence with the interests of dominant classes. But class influences were often mediated at particular historical junctures by various sets of social institutions from the state to the hospital to the public health movement. As well, in the early 20th century, medicine was joined by numerous other 'professions' (from engineering to social work) all claiming to apply science to social life and all seeking the privileges to which they felt this expertise entitled them.
31 That is, professionalization was a general phenomenon not confined to the health field. In sum, medicine •«»•"**< full professionalization and dominance within the health care division of labour in die 19th and early 20th centuries, though this power was contingent on its fit within the broader social structure. However, within the past 23 years, it is clear that medicine in Canada has lost some of its previously almost unchallenged power. The state now took more direct control over health care, and the mediative functions of medicine and its power declined. The concepts usually employed to describe the early history of medicine are those of professionalization and medical dominance. In analyzing contemporary medicine, writers focus on loss of dominance and on proletarianization. However, a loss of dominance does not necessarily mean loss of autonomy. If control over work is viewed from the point of a continuum ranging from subordination, through autonomy, to dominance or control over others, then medicine has most obviously moved from dominance somewhat towards occupational and labour process autonomy. But, whether or not dus process continues, whether or not medicine is on a 'slippery slope' is much more questionable. 
Nursing
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Nursing leaders early on asserted that nurses were to be at the service of physicians, although this asaumrd subordination was at least partly a political device not to arouse medical opposition. The general subordination certainly did vary by class, some early nursing leaden were of higher social standing than most physicians of the time.
other nurses and not by hospital administrators or doctors (which would not have been proper).
Although full-time nursing began in the hospital setting, until World War II the vast majority of nurses in Canada (and, at different times, nurses in Britain and in the United States as well) were private duty nurses (almost all married women) hired by families to take care of the sick, under the supervision of a physician, either in patients' homes or in the hospital. The regular nursing work in hospitals was mainly carried out by unpaid (and unmarried) student nurses. Hence, the proliferation of hospital nursing schools was initiated by hospitals chiefly to provide hospital staff. Nursing students performed tasks ranging from caring for patients to tending hospital furnaces and polishing doorknobs. Nurses lacked control over the numbers and quality of nursing students. With poor working and living conditions nurses were trained for unquestioning obedience to doctors, hospital officials and nurse superiors.
The lot of private duty nurses was not a prosperous one. Private duty nurses were often unemployed and dependent on doctors' referrals or on the vagaries of nursing registries.*' Even when they did succeed in securing work their wages were well below those of comparable groups such as female school teachers. Private duty nurses, the majority of all nurses until the 1940s, were as much semiproletarian as they were petty bourgeois. However, most of the population could not afford private nursing care. In fact, the raison d'etre of the Weir Report on Nursing Education in 1932 was the problem of how to narrow the gap between the nursing needs of the public and the need for a reasonable wage by private duty nurses. nurses had been in private duty. Less than twenty years later, in 1948, only IS percent were in private duty work.* Once in die hospital, there were continual pressures toward the rationalization of nursing. Paradoxically, die work of nurses began to be more complex, but was also more controlled bom by physicians and by hospital management Higher level nurse supervisors were co-opted and absorbed into hospital management, tbe only avenue of upward mobility for nurses. They in turn came to be somewhat separated out from tbe burgeoning educational and professional elite which had heretofore dominated a largely unorganized group of staff nurses.
State financing of hospital care after World War IL through hospital construction and hospital (and later medical) insurance schemes, brought pressures for greater productivity. Nursing was to be rationalized in die name of efficiency. The economic recession of die 1970s and 1980s intensified die search by die state for greater productivity in die beahh sector, particularly in its most expensive component, die hospital. Tasks which had originally been part of nursing were more divided up between nursing assistants, orderlies. X-ray technicians, and other hospital occupations. Nursing, first subject to economic proletarianization through incorporation into die hospital, now began to feel die full weight of pressure towards technical proletarianization in die routinization of die labour process itself. If not being de-skilled (and there is an argument to be made that nursing in fact became more radier than less complex), nursing work certainly became more intensified, circumscribed, and controlled by managers and planners. 37 This routinization was counteracted by strong pressure from a nursing elite towards credentialism, witii higher education seen as die mark of professional standing and die key to enhanced status and power.
The changes described were not without their consequences. During and after World War II, die gatiiering of nurses in ever larger hospitals and die organization of provincial hospital associations provided conditions conducive to die rise of collective bargaining. For many decades a managerial and educational elite of nurses stifled union organization and attempted to steer nursing towards die more 'professional' orientation of altruism, service, and duty to doctors, patients, and hospitals. Collective bargaining was unprofessional and strikes were unthinkable. When rank and file nurses did go on strike their own associations often condemned and opposed diem. As late as die 1960s an outside consultant could say of Ontario nurses that die only right tiiey had was 'die right to beg.' While union organization came late to nursing, it was preceded, and accompanied by, the drive for 'professionalization.' This took the form of a push for registration laws, control of die education process by nurses, credentialling or the raising of educational standards for students and nursing teachers alike, the development of professional associations, and the promotion of nursing as a science.
A major trend within nursing today is towards professionalization through upgrading educational requirements. The C.N.A. and its provincial affiliates have agreed that die minimum entrance requirement into nursing by the year 2000 should be a university degree (in a case of life imitating art, nurses frequently quote sociologists as stating that a university education is the basis of claims to professionalism). This move is creating enormous tensions between diploma nurses, who see their own training and experience downgraded in favour of nurses with degrees but with little practical experience. The attempt to create a unique 'theory of nursing', focused on care rather than cure, which would make nursing 'separate but equal to' medicine as a health discipline has also led to a consuming interest in nursing theory and research, even if much of this appears excessively formulistic.
The different social bases of nursing work and different aims have resulted in deep divisions within nursing, these divisions partly reflected in occupational organizations. Nursing in many provinces is divided between staff nurses who are part of unions and who regard their work as a 'job', a professionalizing elite of academics, and a group of managerial nurses many of whose interests and ideology are often in direct opposition to those of die nurses they manage.
Unionization appears as a response by nurses to the bureaucratic work setting, to tile intensification and to die rationalization of work. Professionalization, as a tactic used in die past by an elite to control nursing and to avoid unionization, is now a means whereby nursing can gain autonomy from medicine. Whereas previously die nursing elite suppressed nursing dissent, die professionalizing elite now actively seeks to organize nursing discontent in advancing its own 'professionalization project.
Over die years nursing has made significant advances in gaining independence from medicine. Nurses have replaced physicians as teachers of student nurses. Nursing boards and committees have come to be staffed by nurses rather than by doctors. Nursing is now largely a self-regulating occupation wim its own associatkns and colleges. The nursing service in hospitals has come to be an increasingly autonomous part of hospital life as far as medicine is concerned, even while coming more under die sway of the hospital administration.
The degree to which nursing has come to confront medicine is indicated by die actions of nurses regarding the Canada Health Act (1984). Nurses lobbied hard to eliminate extra-billing by physicians and took out full-page newspaper advertisements to attack extra-billing. They also succeeded in changing the wording of die Act to permit nurses, and not only doctors, to be covered by beahh insurance (although as yet no province has followed up diat opportunity). Nursing as an occupation is now more independent, yet still deeply resentful of continued medical domination in die workplace and regarding health care policy.
A major characteristic of nursing is that it is composed largely of women. In fact, until 1969, registration laws governing nursing in Québec, for example, prevented males from becoming nurses. The subordination of nursing to medicine reflects more general and pervasive patriarchal relationships and ideologies. Recent changes in nursing towards a more militant stance partly reflects die rise of die feminist movement in Canada and die changing relationships between men and women generally.
The trends within nursing toward increased control by employers, yet increased autonomy by nursing as an occupation in relationship to medicine, points to different areas of control -control over an occupation and control over individuals in die labour process.* The case of nursing is also instructive because it suggests that professionalization and proletarianization are not necessarily complete alternatives or different phases of occupational development Tendencies or pressures in both directions may appear simultaneously, and their manifestations may change at different stages in die development of an occupation. ^Trends in nursing and other occupations also point to occupational elites and organizations as 'controlling* occupational members and not only 'representing' them.
Chiropractie THE DEVELOPMENT OF ODROPRACTic in Canada has most often been described in terms of professionalization 41 or legitimation. 42 Discovered late in the 19th century in the United States, chiropractic originally focused on manipulation of the spine as the process through which all disease could be relieved. Chiropractors believed mat spinal obstructions (subluxations) prevented a proper nerve/blood supply to affected areas, producing disease -relieving the obstruction through spinal manipulation permitted the body to heal itself. Chiropractic was a complete alternative to orthodox medicine.
The medical profession has attacked chiropractic at every opportunity. Early in the century, Canadian medicine attempted to ban chiropractic completely and, until recently, this was the main orientation of medicine to chiropractic. Yet chiropractic has survived and medical opposition is now neither as widespread nor as virulent as it once was (there are reasons for this which we will describe later).
Early in its history, chiropractic had enough popular and labour movement support to prevent medicine from obtaining a complete monopoly in the provision of health care. Even when an early report in Ontario recommended the outright banning of chiropractic, chiropractors had enough public sympathy and legislative influence (as opposed to influence over the health care bureaucracy still largely dominated by physicians and medical ideology) to prevent these recommendations being completely implemented. The story of chiropractic in Canada is thus one of movement from a marginal or alternative occupation, violently opposed by medicine, to a more legitimate, if still not fully accepted health occupation. However, die process has not been one-sided. In die process of legitimation, chiropractic not only has reduced its former all-inclusive claims to healing, but it has also, to some extent, become 'medicalized.' The concessions for increased state recognition included die narrowing of its earlier all-inclusive claims. Many chiropractic leaders now describe chiropractic as a limited and specialized form of treatment focused on die back. Chiropractic students are told diey are simply part of a 'health team' (this view is held more by die occupational and educational elite than by rank and file practitioners).
44 Furthermore, die struggle to retain direct contact with patients (radier than only through referral by a physician), considered by most chiropractors as essential to die continued existence of chiropractic, has also produced problems. In order to be able to claim to diagnose which problems they are capable of treating and which not, chiropractic education has had to be increasingly oriented to the bask sciences. The early years of chiropractic training are now to some extent focused on courses not much different from those in medical schools. Much of this early training has little to do with chiropractic as a unique discipline.
Even medical opposition to chiropractic is now more muted. Though the medical associations regularly attack chiropractic, in its more virulent forms medical opposition is now confined to those segments of medicine most directly threatened by chiropractic (specialists in physical medicine and also physiotherapy).
The development of chiropractic cannot be adequately understood without examining forces outside the health care system. Early on, chiropractic was characterized by its working-class clientele and practitioners. It received its major support from working-class organizations, particularly unions. There was also support from those, such as the Patrons of Industry in Ontario in the 1890s, who opposed the medical monopoly. There are now indications that patients and practitioners have become more representative of the population as a whole. 43 However, regarding class position, chiropractors are now, and always have been, solo, self-employed practitioners. The labour process in chiropractic has not come under the direct control of any outside sources, health institutions or bureaucratic regimes. The independent practitioner is still the norm. Although, as chiropractic has become more 'legitimate', the mechanisms for self-evaluation and self-control over professional behaviour have been increasingly formalized, these exert much less pressure on chiropractic than the push for rationalization faced by medicine. Chiropractors display a profound attachment to petty bourgeois political ideology and practice. In this respect, chiropractic has much in common with dentistry and some of the more market-oriented segments within medicine. Although chiropractic formed part of a large number of occupations which saw increasing autonomy in attacking medical control, its fate was partly influenced by an increasing accommodation to medicine and by those larger forces which undermined medical authority.
Overall, chiropractic cannot be said to be becoming proletarianized even in the sense of economic proletarianization. It has gained in legitimacy despite medical opposition and partly because of the weakening of medical dominance. Medicine now has more powerful enemies with which to contend.
It is interesting that the gender composition of chiropractic has varied over time. A number of early chiropractors were women, but women in chiropractic gradually disappeared from the scene until the occupation became almost completely male-dominated. More recently, there has been increasing interest and participation by women, but, as yet, nothing as substantial as the changes in medical education.
In traditional terms, chiropractic is a professionalizing, if not yet a fully professionalized, male-dominated occupation. It has improved its status but it has not changed its class position. It is difficult to place within the proletarianization diesis. In fact, in some respects it still lies outside the 'industrialization' of health care or the capitalist mode of production in health. Chiropractic is still die epitome of a petty bourgeois occupation in work practices, and in ideology and political orientation. Though supported by labour in its early development it has little sympathy for many of the aims of the contemporary labour movement and seems more intent on riding a middle-class interest in 'alternative' or 'holistic' health practices.
Conclusions
MEDICINE has shown a dramatic series of changes during the 19th and 20th centuries. It did attain internal unity, after which it gained control over an emerging division of labour in the health field. In the contemporary era, medicine is losing some of its previously almost unchallenged power. Medical dominance is declining, but is this proletarianization? A lower percentage self-employed and a decrease in medical control over the health care system indicates that some doctors are undergoing some aspects of proletarianization. Physicians are even becoming somewhat more controlled or restricted by die state or by healdi care organizations regarding die tasks they carry out (autonomy). Doctors can no longer carry all of their technology in a little black bag. Though they assumed control over technology in die hospitals, various aspects of die allocation or use of diese technologies are now evading Uieir grasp. Some aspects of medicine are becoming routinized. Medicine in Canada is undergoing die beginnings of what might be a longer term process of proletarianization, but it is a proletarianization which has so far touched only lightly on die control by medicine over die content of its own work. Furthermore, how far die process will go is unclear, and a future counter-trend is not unthinkable. Medicine is not going to be a passive bystander to its own loss of power.
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Nursing was bom within a division of labour already dominated by medicine. Much of its history is that of die internal and external struggles related to attempts to escape from dus subordination. Yet, while gaining self-regulation as an organized occupation vis-à-vis medicine, in their day-to-day work, in die labour "Some physicians still see medical autonomy as tied to a revival of 'private' insurance. A recent move towards 'physician-managers' has somewhat contradictory implications for die power of medicine. While some view 'medical managers' as part of a drive by medicine to re-assert control over health care, others view this movement as die co-opting of a medical elite in the desire by administrators or planners to secure greater physician compliance win bureaucratic directives. process, nurses are still controlled by hospital administrators and by doctors. Nursing work is now being further intensified and controlled (but not necessarily de-slrilled). Professioaalization for nursing is one method of resistance to proletarianization, yet the divisions within nursing preclude any one strategy and many nurses, for whom nursing work is just a 'job,' show the form of resistance of wage workers to their employers, that is, unionization and union tactics. These different strategies are uneasy bedfellows. Differential relationships to the means of production in health care has produced clearly separate interests and ideologies within nursing itself (while there are also commonalities).
Chiropractors in Canada were newcomers in the 20th century and were largely based in the United States. They have today gained some measure of state recognition and legitimacy despite facing total medical opposition for many years. Yet, as self-employed solo practitioners they lie somewhat outside of the capitalist mode of production. The main movement of chiropractic has been to gain greater public acceptance and official recognition (legitimation) at the expense of limiting its own scope and potential. The term legitimation underlines the important political and administrative role of the state in inter-occupational struggles. State recognition is an essential component in professionalization and state agencies are the chief adjudicators in inter-occupational squabbles in the health area. The history of chiropractic indicates the differential role of health care bureaucracies and of legislatures and governments, hence the role of 'polities', in the legitimation process.
The changing role of the state has been crucial in the 'structuring' of the professions. Medicine partially controls the health division of labour through its (incomplete and declining) control over state apparatuses but also because of its ideological claims to expertise and authority. Medicine's 'cultural authority' partially resides in the prevalence of the 'medical model' of illness and disease, on the acceptance of medicine's claim to be the most comprehensive and scientific of the health professions, and on the congruence of its interests/ideology with dominant classes.
The hypothesized consequence of proletarianization, unionization, is strongest in nursing, the most protetarianized occupation, and is beginning to be apparent even in medicine (there have been discussions both within the Ontario Medical Association and the Canadian Medical Association about the merits of unionization. 47 Canadian nurses and Canadian doctors have in recent years gone on strike (or have 'withdrawn their services') numerous times. However, although nursing has almost completely unionized and is now, along with teaching, an active part of the white-collar union movement in Canada, medicine has adopted union tactics but not union forms (which are in any event associated with lower-status occupante Ontario, physicians have gained the traditional labour union right of gathering fees from all of its constituents rather than simply being seen as a 'voluntary association' based on voluntary dues-paying.
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tkms). Medicine has established no contacts in the labour movement. Rather, organized medicine has leaned towards an alliance with conservative movements in the (unlikely) hopes of reducing government power by partially 'privatizing' healthcare.
* Meanwhile chiropractors
, not yet faced with large employing organizations, still have the 'professional association' approach to occupational enhancement and want full health insurance coverage but, having seen the fate of medicine, fear its consequences Jf control over the labour process is a major aim of professionalization, and if professional associations are the main vehicles for this process, then these organizations differ little from unions (or other potential working-class organizations such as political parties) which seek to preserve or enhance worker control/autonomy through 'political' means (and often 'exclusionary' tactics). Many professional characteristics and actions (for example, credentialism) can be viewed, not simply as identifying criteria for professional standing, but as causes or consequences of the fight for control over work life.
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Larson's contention that professionalization and proletarianization are related processes seems cogent 30 Professionalization and proletarianization are (in part) causally related. Some of medicine's success in maintaining control over health care can be attributed to its capacity to hand over unwanted tasks to nursing or to die para-medical occupations. Nursing itself has sloughed off routine work to nurses aides and orderlies (although the existence of 'cheaper' alternatives is always something of a threat to professions). There has been an increasing sophistication (though not necessarily increasing control) for medicine and for nursing at the expense of the production of many routine jobs in health care which require little use of workers' abilities. The point of this is that the proletarianization process, insofar as it involves separation of the mental and manual components of work, also means the creation of occupations, or the enhancement of existing occupations, incorporating skills removed from proietarianized work. Proletarianization is thus not only produced by the general drive for profits or efficiency but also by inter-occupational conflict Whatever the fate of individual occupations, proletarianization is clearly evident at the level of the health division of labour. The professionalization of some implies the proletarianization of others.
"Unlikely because few big corporations relish the spectacle of health care becoming a direct put of production costs. In the United States, big business is highly involved in attempts to reduce costs and increase efficiency in health care, these measures often infringing on professional prerogatives, although there, as elsewhere, there are splits within the business community. "Yet, the case of medicine also indicates that the justifiable limits of worker control are reached when autonomy turns into control over others. "M.S. Larson, "Proletarianization and Educated Labour," 131-75.
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